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PROGRESSIVE MUSCULAR DYSTROPHY. 

The case was presented by Dr. Leopold Stieglitz. 
The patient, a man, 33 years of age, born in Germany, 
came to this country four years ago. His father died 
of heart disease; his mother is living. There is no 
similar trouble in the one brother and the four sisters of the 
patient. He cannot state exactly when the present trouble 
began. He has noticed for some years weakness in the legs, 
with inability to lift them properly from the ground, causing 
difficulty in walking, and that they tire easily. 1 his .condition 
became worse. Dr. Stieglitz saw the patient four years ago 
at Mt. Sinai Dispensary. There was then a profound atrophy 
of the peroneal group of muscles in both legs. There was no 
disturbance of sensation, and but slight signs of reaction of 
degeneration. The case was entered as one of the peroneal 
type of progressive muscular atrophy. Last February the pa¬ 
tient returned to the dispensary complaining of weakness in 
the arms. He was examined, and a very pronounced and 
typical condition of progressive muscular dystrophy of the 
body was found in addition to the condition in the legs. The 
atrophy involved also the gastrocnemius muscle of the calf, 
and to a certain extent, the muscles of the thighs. On both 
sides there was atrophy of the pectorals, hypertrophy of the 
deltoids, and wasting away of the upper arms, with typical 
drop-foot and atrophy of the lower extremities. The diag¬ 
nosis was the peroneal and juvenile types of progressive mus¬ 
cular atrophy or dvstrophy. The electrical reactions, however, 
did not correspond to those one would expect in a case of this 
kind. They were normal in the upper extremities, and absent 
entirelv in the lower. The patient had winged scalpulse, pro¬ 
truding abdomen, kyphosis of the back; all indicative of pro¬ 
gressive muscular dystrophy. 

Dr. Fisher said that there is a finely drawn distinction between the 
juvenile and peroneal types of atrophy. From the conjunction of the 
two in the same patient, it would seem that they might belong to the 
same family. 

Dr. Fraenkel said that the three types of dystrophy are shown m 
this patient. The remarkable feature is the absence of any hereditary 
factors. This condition is unusual at so late an age. 

Dr. Peterson agreed with Dr. Stieglitz that the case was of 
the juvenile type. He thought there was a marked distinction between 
the juvenile and the Charcot-Marie-Tooth forms. The two syndromes 
are not alike. One peculiarity of the latter is that the legs below the 
knees are affected; here we have a case of the Erb juvenile form in 
which the thighs arc affected. The pathology is the same in this case. 
He did not see why. in the Erb-juvenile form, we do not have other 
muscles involved besides the shoulder girdle. 

Dr. Stieglitz said the unusual feature was the commencement of 
the disease in the lower extremities. He could find nothing that ex- 
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actly corresponded with this case. The involvement of the lower 
legs is not so unusual, but in this case simply the muscles below the 
thigh were involved. Atrophy of the muscles of the thigh is common 
in progressive muscular dystrophy. He thought we should distinguish 
between the Charcot-Marie-Tooth and the Landouzy-Dejerine type on 
account of the difference in pathology; one is a disease of the nerve, 
while the other is pure myotrophia. On that account we should not 
try to connect the two syndromes. Unless the family history be care¬ 
fully investigated, the disease might be hereditary without being known 
to be so from the statements of the patient. 

HEREDITARY CEREBELLAR ATAXIA. 

Dr. M. Madhouse presented a patient, F. F., who was ad¬ 
mitted to the New Haven Hospital, January 13, 1900, with 
the following history: Age, 32; single; birthplace, United 
States; occupation, postal clerk; father and mother living and 
well; has five sisters living, and all in good health. 
One sister died of pulmonary tuberculosis, and another 
died in infancy; mother’s mother also died of pulmonary 
tuberculosis. A maternal aunt is at present an inmate 
of the Connecticut Asylum for the Insane. Mother 
and father have had muscular rheumatism. The pa¬ 
tient had scarlet fever and diphtheria at fifteen years of age. 
When a boy he had rheumatism of mild degree. In 1887 
had sunstroke. Xo syphilis, alcoholism or tuberculosis. The 
history taken on admission to the hospital states that the 
patient first noticed in 1887 a dragging of the toes on walk¬ 
ing, and that the shoes curled up and were worn at the toes. 
He did not walk with a stamping gait, and could direct the 
feet properly. The legs did not cross in walking. On clos¬ 
ing the eyes while standing he was unable to keep his balance. 
Had no pain in the legs but considerable backache. Then the 
hands began to tremble (1888) and the legs shook on walking. 
These symptoms increased so that he had to use two canes in 
walking in 1888; in 1889 he used a crutch and one cane, and in 
1890, two crutches. Had lost 57 pounds in weight within the 
past ten years. Has headaches off and on, but they are not 
severe. He states that when twenty-one years of age, he 
noticed an inability to run; he could walk, but when he ran 
“his legs got mixed up as though they were playing cross-tag 
with one another.” For the past four years erections have 
been incomplete. At one time he had frequent urination. 

He is a man above medium height, of good frame, but 
somewhat, emaciated. As he stands supported by two 
crutches, the nodding tremor of the head, which is aggravated 
by walking, is very noticeable. 

There is marked asymmetry of the head, a flattening of 
the occiput, and pronounced sloping of the forehead, with con- 



